FIRST REPORT OF INJURY OR ILLNESS

FLORIDA DEPARTMENT OF FINANCIAL SERVICES
DIVISION OF WORKERS' COMPENSATION

For assistance call 1-800-342-1741
or contact your local EAO Office

PLEASE PRINT OR TYPE

RECEIVED BY
CLAIMS-HANDLING ENTITY

SENT TO DIVISION DATE

DIVISION RECEIVED DATE

EMPLOYEE INFORMATION

NAME (First, Middle, Last)

Social Security Number

Date of Accident (Month-Day-Year)

Time of Accident

0 av [0 pm
HOME ADDRESS EMPLOYEE'S DESCRIPTION OF ACCIDENT (Include Cause of Injury)
Street/Apt #:
City: Zip:
TELEPHONE Area Code Number
OCCUPATION INJURY/ILLNESS THAT OCCURRED PART OF BODY AFFECTED
DATE OF BIRTH SEX
! / O ™ O r
EMPLOYER INFORMATION
FEDERAL 1.D. NUMBER (FEIN) DATE FIRST REPORTED (Month/Day/Year)
COMPANY NAME:
D.B. A:
NATURE OF BUSINESS POLICY/MEMBER NUMBER
Street:
City: Zip:
TELEPHONE Area Code Number DATE EMPLOYED PAID FOR DATE OF INJURY
/ / O ves O ~o
LAST DATE EMPLOYEE WORKED WILL YOU CONTINUE TO PAY WAGES INSTEAD OF
EMPLOYER'S LOCATION ADDRESS (If different) WORKERS comp? [] YES
! /
Street:
RETURNED TOWORK [] YEs L] NoO LAST DAY WAGES WILL BE PAID INSTEAD OF
City: Zip: IF YES. GIVE DATE WORKERS' COMP
LOCATION # (If applicable) / / / /
DATE OF DEATH (If applicable) RATE OF PAY O wr OO wk
PLACE OF ACCIDENT (Street, City, State, Zip)
! / $ PER
Street: O oar O wmo
AGREE WITH DESCRIPTION OF ACCIDENT?
City: Zip: Number of hours per day

COUNTY OF ACCIDENT

O ves O w~o

Number of hours per week

Number of days per week

Any person who, knowingly and with intent to injure, defraud, or deceive any employer or employee, insurance company, or self-insured program, files a
statement of claim containing any false or misleading information commits insurance fraud, punishable as provided in s. 817.234. Section 440.105(7),

F.S.

| have reviewed, understand and acknowledge the above statement.

EMPLOYEE SIGNATURE (If available to sign)

DATE

EMPLOYER SIGNATURE

DATE

NAME, ADDRESS AND TELEPHONE
OF PHYSICIAN OR HOSPITAL

AUTHORIZED BY EMPLOYER [] vES [] no

CLAIMS-HANDLING ENTITY INFORMATION

|:| 1(a) Denied Case - DWC-12, Notice of Denial Attached

[ 1(b) Indemnity Only Denied Case - DWC-12, Notice of Denial Attached

[ 3. Lost Time Case - 1st day of disability /

Date First Payment Mailed

O T

Penalty Amount Paid in 1% Payment $

2. Medical Only which became Lost Time Case (Complete all required information in #3)

O T.T.-80%

O tp. 0O 1B

Interest Amount Paid in 1% Payment $

Employeeis 8™ Day of Disability / /
Entityis Knowledge of 8™ Day of Disability / /
Full Salary in lieu of comp? [] YES  Full Salary End Date / /
AWW Comp Rate
O pT. [O DEATH [OJ SETTLEMENT ONLY

REMARKS:

INSURER CODE #

EMPLOYEE'S CLASS CODE

EMPLOYER'S NAICS CODE

SERVICE CO/TPA CODE #

CLAIMS-HANDLING ENTITY FILE #

INSURER NAME

CLAIMS-HANDLING ENTITY NAME, ADDRESS & TELEPHONE

Form DFS-F2-DWC-1 (10/2016) Rule 69L-3.025, F.A.C.




DWC-1 Purpose and Use Statement

The collection of the social security number on this form is
specifically authorized by Section 440.185(2), Florida
Statutes. The social security number will be used as a unique
identifier in Division of Workers' Compensation database
systems for individuals who have claimed benefits under
Chapter 440, Florida Statutes. It will also be used to identify
information and documents in those database systems
regarding individuals who have claimed benefits under
Chapter 440, Florida Statutes, for internal agency tracking
purposes and for purposes of responding to both public
records requests and subpoenas that require production of
specified documents. The social security number may also be
used for any other purpose specifically required or
authorized by state or federal law.



CITY OF HIALEAH
EMPLOYEE INJURY REPORT
(To be completed by Employee)

oY LepaSSIa bl-Y Serialr Y IRREST fl-aioy

Social Security Number: Date of Birth: Sex:
oY LfpaSSia 12Y'S 1 RRISaa!

oY LERaSSE 12Y'S ¢StSLBEZYS bdy oSl

Department:

Supervisora bl-Y'SY Telephone #:

Occupation: Employed since:

Date of Accident: Time of Accident:

Place of Accident(Address): oY LfPeSIE tiSY1aSar Yes  No
Has this accident happened to you before? Yes No

Has this accident happed to anyone else in your department?  Yes No

Do you have a second job? Yes No

f 8541 9Y' L{R&SINA bl-Y'S = ¢SISLB2YS 1Y
Describe the accident? (State fully what you were doing at the time of the accident. State all factors
contributing to the accident. If you need additional space for your statement please use separate paper.)

Do you feel this accident was avoidable, and if so, how?

Describe the part of the body that was injured:

There were any Witness? Yes No ., If Yes, complete the Witness Statement Form in
Addendum #2.
Do you wish to see a doctor? Yes No

If yes, contact the Risk Management Office at (305-883-8059) for the name of Doctor. | f you have already
seen a doctor, please provide name, address, and telephone number of Doctor.

Name of Doctor: Telephone #:
Address:

Do you require hospital treatment? Yes No Name of Hospital:
Are you able to return to work? Yes No

Note: If you received medical care, you will need to provide a DWC-Hp 2l I- Re0{2\0a y2(S from the
I-dEKANTSR G201 SIE0 02'Y L3yal-il2y LBeai0i-y 21 SY SI3Sy0e li22'Yo

Are you requesting Workers) /2Y L3yal-ii2y . SyStiia Tn-66?  Yes No

If yes, you must complete the Form 70-66 in Addendum #2.

I hereby certify that the above injury happened in the Scope of Work while employed by the City of
Hialeah, and the report has been made to the best of my knowledge.

Employee Signature Date File Reported
Revised March 2022




CITY OF HIALEAH

WORKERS)I COMPENSATION BENEFITS 70-66

Department/Division

Description of Injury:

Date

hereby request Workersd Compensation
Benefits 70-66_from the City of Hialeah for the following date of injury

Employee Signature Date

Approved Disapproved
Department/ Division Head Signature Date:

Approved Disapproved
Risk Manager Signature Date:

Approved Disapproved
Human Resources Director Signature Date:
From: To:

TOTAL HOURS:

FORM 70-66




CITY OF HIALEAH

Authorization for Use or Disclosure of Protected Health Information

Release Form

I hereby authorize the use or disclosure of my medical information (also known as protected health information) as
described below.

I, , authorize all persons or entities who provide medical treatment to
me to disclose the following medical information in your possession to Sedgwick, its employees, agents,
subcontractors and/or authorized representative of the City of Hialeah.

Please provide Sedgwick/City of Hialeah with any and all information concerning my physical condition
included but not limited to, healthcare history, diagnosis, condition, treatment or evaluation and other
medical information so that they may use it or disclose it to evaluate, administer and resolve my claim
related to injuries | receive on .
This authorization shall be in force and effect until my claim related to injuries | received on
is resolved, at which time this authorization to use or disclose this protected
health information terminates. | understand that | may revoke this authorization by notifying the adjuster
from Sedgwick, handling the case and Franklin Duharte, Risk Management Manager and Marieta Sotero,
Risk Management Coordinator at 501 Palm Ave. 3RP Floor, Hialeah, Florida 33010, in writing of my desire
to revoke it. However, | understand that if | revoke this authorization, it will not have any effect on actions
taken by Sedgwick/City of Hialeah or the Releasing Party in reliance on it before | revoke it.

As the person signing this Authorization for Release of Protected Health Information, | understand that |
am giving permission to Sedgwick/City of Hialeah to obtain and use protected health information. |
understand that information used or deloused by the recipients may no longer be protected by federal or
state law.

A copy of this authorization may be accepted with the same authority as the original.

All statements and information given in this authorization Authorization for Use or Disclosure of Protected Health
Information are true and accurate to the best of my knowledge and belief.

Name of Applicant (Printed) Name of Applicant (Signature)

Date Social Security Number

City of Hialeah 501 Palm Avenue Hialeah, Florida 33010
Employer Name Employer Address

Revised March 2022



CITY OF HIALEAH

ACCIDENT / INCIDENT REPORT SUPERVISOR COMMENTS

TO BE COMPLETED BY THE SUPERVISOR AND FORWARDED TO RISK MANAGEMENT IN THE OFFICE RISK
MANAGEMENT WITHIN 24 HOURS OF THE INCIDENT (FDuharte@Hialeahfl.gov and MS13232@Hialeahfl.gov)

Name of Injured/Claimant: Job Title:

Department/Division:

Date of Accident: Time of Accident: Type of Incident/Accident:

Accident Location: Auto wi/C

This Accident Was: Unavoidable
Avoidable

As A Result Of: Unsafe Condition
Unsafe Act

TN~
~
—~
N—

Treatment Rendered: D No Medical Treatment DMedicaI Treatment

If applicable, where was medical treatment sought?

If employee refuses medical treatment, employee must complete and sign Addendum 1 attached to
this form.

Recommendation to Avoid Repetition:

Supervisors Signature

This is to acknowledge that said employee wishes to file a Workerés Compensation Claim, but by my
signature, obligates the City to no liability on the claim, and that determination is made by the carrier. | will
conduct trough investigation of the complaint of injury.

Did employee request Form 70-66? Yes: No:

If yes, show the date the form was given to the employee:

Date

Department Head Signature

Revised 03/2022




CITY OF HIALEAH

Workers6éCompensation Witness Statement Form

INJURED WORKER
Injured Worker& Name:

WITNESS DETAILS

Name: Last Name: Date of Birth:

Address: City: State: Zip Code:
Contact Number: Occupation:

Relationship to the injured worker: Co-worker Family Other: Please Specify:

INCIDENT DETAILS
Date of Incident: Time of Incident: a.m./p.m.
Place of Incident:

Type of Injury (e.g. right arm, lower back):

Were you an eye witness? Yes No

If Yes, please describe what you witnessed:

If No, how did you become aware of the incident?

DECLARATION

Section 308 of the Workers6Compensation and injury Management Act 1981 provides that any person who
fraudulently obtains of fraudulently attempts to obtain any benefits under this Act, by malingering or
making any false claim or statement, and any person who, by a false or other means, aids or abets a person

in so obtaining or attempting to obtain, commits an offence.

| declare that the details submitted are true and correct.

Signature of Witness Date

Witness Statement Form Created 06/2022



CITY OF HIALEAH

WORKMANS COMPENSATION MEDICAL AUTHORIZATION

Hospital/Emergency Room, Clinic or Urgent Care:

Address of Location:

Name of Employee Job Title Date of Injury  Time

Nature of Occurrence:

Department Head/Supervisor  Title Date Time

MEDICAL USE ONLY
Description of injury/IlIness:

Hospitalization Admission: Yes or No.

Treated and Release to work: oow Light Duty or Full Duty

If is Light Duty what restrictions:

Future Treatment, if yes: Specify treatment plan and next office visit

Referral to another Physician: Yes or No. If yes what specialty:

Physician Signature Title Date

RETURN TO DEPARTMENT HEAD/SUPERVISOR AND RISK MANAGEMENT VIA EMPLOYEE.
Note to Physician:

The City desires to provide limited work for those employees who are injured and are capable of
doing jobs other than their normally assigned work. It is requested that the physicians specify in as
much detail as possible, the work restrictions of an injured employee to perform other work. The
more specific the physicianés comments the better the City can provide duties for the employee
commensurate with limitations.

ALL MEDICAL BILLS NEED TO BE SUBMITTED TO:
SEDGWICK CLAIMS MANAGEMENT SERVICES, INC.
P.0.BOX 14511

LEXINGTON, KY 40512-4511

Revised March 2022



City of Hialeah

Injured Worker’s First Fill Prescription Form
Administered by CorVal {800) 563-8438

Injured Worker’s Name:

5S#4: Date of Injury:

INJURED WORKER INSTRUCTIONS:

On your first Pharmacy visit, piease give this notice to any pharmacy listed on this insert to expedite the processing of
your approved Workers' Compensation prescriptions, based on the parameters established by City of Hialeah. With
the CorVel pharmacy program, you do not need to complete any paperwork or claim forms. Simply present this Corvel
First Fill Prescription Form to the pharmacy. You should not incur any costs or co-pays at the pharmacy and you will be
allowed up to a 14 day supply of medications.

PHARMACIST INSTRUCTIONS:

Please use the BIN, PCN, and RxGroup number below to process an online/electronic claim to CorVel:

CORVYEL O
B CAREMARE

BIN: 004336
PCN: ADV
RxGroup: RXFFWC464

Member ID:  See below to generate ID

To Generate Member ID: The Injured Worker's 9 digit Social Security Number plus 8 digit Date of Injury will be used as
their 17 digit Member Identification number when processing their First Fill Prescription: XXXXXXXXXMMDDYYYY

*¥*¥please contact CorVel Pharmacy Solutions at {800) 563-8438 for assistance with claims processing®**

There are over 65,000 Participating Pharmacies in the CorVel Network. Below is a sam ple listing. Call (800)563-8438 for
a complete listing.

CostCo Pharmacy H.E.B. Pharmacies Meijer Pharmacy Smith's Food & Drug Centers
Ccvs Hy-Vee Pharmacy Publix Pharmacy Target Pharmacy

Dominick’s Finer Foods ingles Pharmacy Raley’s Drug Center Von's Pharmacy

Drug Mart Kroger Pharmacy Rite Aid Pharmacy Wal-Mart Pharmacy

Fred’s Pharmacy Longs Drug Store Safeway Pharmacy Walgreens Pharmacy

Giant Eagle Pharmacy Marc’s Pharmacy Sav-On Drug Store Wegman Pharmacy

Giant Food Stores, LLC Medicine Shoppe Shoprite Supermarkets Winn Dixie Pharmacy

CORVEL




Employee Assistance Office

The Division of Workers Compensation, Employee
Assistance Office (EAQ), helps prevent and resolve
disputes between injured workers, employers and
carriers. If the insurance carrier does not provide
benefits to which you believe you are entitled, you
may call EAO s toll-free hotline at 1-800-342-1741.
EAO specialists are knowledgeable about the
workers compensation system. They will be able
to address your concerns and attempt to prevent or
resolve disputes. EAO has offices throughout the
state that you can call or visit. You can find EAO
statewide locations at www.MyFloridaCFO.com/

Division/WC/Employee/eao_offices.htm.
Services provided by EAO include:

Educating and providing information to you
about your claim.

Assisting you in resolving disagreements
regarding your claim, at no cost to you.

Assisting you with understanding the
procedures for filing a Petition for Benefits with
a Judge of Compensation Claims.

Information regarding your rights and
responsibilities under the Workers Compensation
Law is available in an on-line Injured Worker
Workshop presentation on the Division s Web site
at www.MyFloridaCFO.com/Division/wc/Employee/
education.htm, and answers to frequently asked
questions can be accessed at www.MyFloridaCFO.

com/Division/wc/Employee/fag.htm.
You may also submit specific questions relating to

your claim to us at wceao@MyFloridaCFO.com and
receive answers directly by e-mail.

Statute of Limitations

Once you are injured at work or become aware of a
workers compensation injury or illness, you have
30 days in which to report your injury or illness to
your employer. Failure to report your injury within
30 days may jeopardize your claim.

Generally, you have two years from the date of
your injury or illness to file a claim for workers
compensation benefits. Failure to report your injury

or illness within 30 days may be used as a defense
against your claim regardless of the two-year statute

of limitations for filing a claim. Your eligibility for benefits
may also be eliminated one year from the date you

last received a wage replacement check or approved
medical treatment.

Denial of Benefits

If the insurance carrier does not provide benefits to
which you believe you are entitled, or has denied your
claim, contact the Employee Assistance Office (EAO).
Although the EAO does not provide legal advice, our
specialists will answer questions about your rights and
responsibilities and may be able to resolve problems
you re having with your workers compensation claim.
This help is free and available by contacting the EAO at
1-800-342-1741.

Petition for Benefits

To begin the judicial procedure for obtaining benefits that
you believe are due and owing under the law and have
not been provided by the employer or insurance carrier,
a Petition for Benefits form must be filed with the Office
of Judges of Compensation Claims. The form can be
accessed at www.jcc.state.fl.us/JCC/forms/.

Reemployment Services

If you are unable to perform the duties required for
your former job as a result of your work-related injury
or illness, you can contact the Employee Assistance
Office (EAQO) at WCRES@MyFloridaCFO.com or call
1-800-342-1741 for free reemployment services.

Legal Representation

You are not required to have an attorney. If you do
hire an attorney to represent you with your workers
compensation claim, the fees and costs may come
out of your benefits, unless your employer or workers
compensation carrier is held responsible for paying
your attorney fees. Although the Division does not
provide legal advice, the Division will answer questions
about your rights and responsibilities and may be able
to resolve problems you may have with your workers
compensation claim. This help is free and available
by contacting the Employee Assistance Office at
1-800-342-1741.

Anti-Fraud Reward Program

Workers compensation fraud occurs when any person
knowingly and with intent to injure, defraud or deceive
any employer or employee, insurance carrier or self-
insured program files false or misleading information.
Workers compensation fraud is a third-degree felony
that can result in fines, civil liability and jail time.
Rewards of up to $25,000 may be paid to individuals
who provide information that lead to the arrest and
conviction of persons committing insurance fraud. To
report suspected workers compensation fraud, call
1-800-378-0445.

Disclaimer:

This publication is being offered as an
informational tool only and complies with s.
440.185 (4) ES., with the understanding that

this is not official language of the Florida
Statutes. In no event will the Division of

Workers’ Compensation be liable for direct or
consequential damages resulting from the use of
this printed material.

69L-3.0035, FA.C. Injured Worker Informational Brochure
Rule 69L-3.025, F.A.C. Forms

DFS-F2-DWC-60

Revised March 2010

IMPORTANT

WORKERS COMPENSATION
INFORMATION FOR
FLORIDAS WORKERS

DIVISION OF
WORKERS’ COMPENSATION

Florida Department of Financial Services




If you are injured as a

result of a work-related
accident, your employer’s
workers’ compensation
coverage may entitle you to
medical and partial wage
replacement benefits.

Medical Benefits

As soon as your employer s workers compensation
insurance company has knowledge of your work-
related injury and has determined that your injury or

illness is covered under Florida law, the company will:

Provide an authorized physician

Pay for all authorized medically necessary care
and treatment related to your injury or iliness

Provide a one-time change of physician
within five business days of receipt of your
written request

Authorized treatment and care may include:

Doctor visits Physical therapy

Hospitalization Medical tests

Prostheses Prescription drugs

Travel expenses to and from authorized medical
treatment or a pharmacy.

Once you reach maximum medical improvement
(MMI), you are required to pay a $10 co-payment
per visit for medical treatment. MMI occurs when
the physician treating you determines that your
injury or illness has healed to the extent that further
improvement is not likely.

Wage Replacement Benefits

If you are unable to work or your earnings are lower
because of a work-related injury or illness, you may

be able to receive some wage replacement benefits.
You may be eligible for these benefits if you have been
disabled for more than seven calendar days and are not
able to perform your normal job duties as advised by
your authorized doctor.

If you qualify, wage replacement benefits will begin on
the eighth day of partial or total disability. You will not
receive wage replacement benefits for the first seven
days of disability, unless you are disabled for more than
21 days due to your work-related injury or illness.

In most cases, the wage replacement benefits will
equal two-thirds of your pre-injury regular weekly
wage, but the benefit will not be higher than Florida s
average weekly wage. You can generally expect to
receive your first benefit check within 21 days after
the carrier becomes aware of your injury or illness
and bi-weekly thereafter.

Temporary Total Benefits: These benefits are
provided as a result of an injury or illness that
temporarily prevents you from returning to work,
and you have not reached MMI.

Temporary Partial Benefits: These benefits

are provided when the doctor releases you

to return to work with restrictions and you
have not reached MMI and earn less than 80
percent of your pre-injury wage. Note: The
maximum length of time you can receive
temporary total or partial bene ts is 104
weeks or until the date of MMI is determined,
whichever is earlier.

Permanent Impairment Benefits: These benefits
are provided when the injury or illness causes

any physical, psychological or functional loss and
the impairment exists after the date of MMI. A
doctor will assign a permanent impairment rating,
expressed as a percentage of disability to the body
as a whole.

Permanent Total Benefits: These benefits are
provided when the injury causes you to be
permanently and totally disabled according to the
conditions stated in the law.

Death Benefits: Compensation for deaths resulting
from workplace accidents include payment of funeral
expenses and dependency benefits (subject to limits
defined by law). A dependent spouse may also be
eligible for job training benefits.

The rate, amount and duration of compensation for all
wage replacement benefits are detailed in the workers
compensation law. If you have questions about your
bene ts, call your claims adjuster or the Employee
Assistance Of ce (EAQ) at 1-800-342-1741.

Injured Worker Responsibilities
Communicate with the Employer:

Contact your employer immediately to notify them of
your on-the-job injury or illness.

Provide your employer a copy of the Medical
Treatment/Status Reporting form (DWC25) after
each medical appointment.

Return to work when you are released by your
physician and when your employer offers a position
within your physical limitations to avoid suspension
of your lost wage benefits.

Communicate with the Carrier:

Review the First Report of Injury or Iliness (DWC1)
form upon receipt and verify the accuracy of your
address, phone number, social security number
and the description of the accident. If there is
information you do not agree with, or if information
has been omitted, immediately notify your adjuster
in writing.

Review, sign and return the mandatory fraud
statement to the insurance carrier. By signing this
document, you are confirming your understanding
of this important information. Your benefits shall be
suspended if you refuse to sign this document.

Report wages from all sources of employment to the
carrier if you had more than one employer in the 13
weeks immediately preceding your date of accident.
This will assist the carrier in determining the proper
wage replacement amount.

Keep your adjuster regularly informed on the
status of your claim, medical authorization needs
and any wages you have earned. (Note: If you are
represented by an attorney, the adjuster may not be
able to speak with you directly.)

Notify the carrier of any change of address
or telephone number.

Complete and return forms to the carrier
when asked.

Communicate with the Authorized
Treating Physician:

Identify all body parts that are, or potentially
may, be injured, and be specific when
identifying areas of pain.

Keep your appointments.

Clarify your work status during appointments
before leaving the physician s office.

Follow your doctor s treatment plan.

Ask your physician for the patient copy of
the Medical Treatment/Status Reporting
form (DWC25).

Notify your physician of any change of
address or telephone number.

Call the authorized treating physician s office
if you need to see the doctor before your next
appointment date. The doctor s staff may be
able to place your name on a cancellation list
and you may be scheduled for an earlier
appointment should one become available.

If an appointment is not available and you
need to see a doctor immediately, please
contact your adjuster or the EAO.

Carrier Responsibilities
Timely provision of medical treatment
Timely payment of wage replacement benefits
Timely payment of medical bills

Timely reporting of your claim information to
the Division of Workers Compensation

Timely natification of any changes in the
status of your claim. This information will be
provided to you by mail on either a Notice of
Action / Change form (DWC4) or a Notice of
Denial form (DWC12).







